Clinical supervision is increasingly recognized as a vital part of modern, effective health care systems. This is indicated in the UK by National Health Service (NHS) policy (e.g. 'A First Class Service', Department of Health, 1998), guidelines within the NHS professions (e.g. British Psychological Society, 2005) and by international research findings (e.g. Tharenou, 2001) . But the exact nature of supervision is not as clear-cut, impeding research and practice. How should it be defined?
There appears to be an uncritical acceptance of the Bernard and Goodyear (2004) definition. They defined supervision as: ' : : : an intervention provided by a more senior member of a profession to a more junior member or members of that same profession. This relationship is evaluative, extends over time, and has the simultaneous purposes of enhancing the professional functioning of the more junior person(s), monitoring the quality of professional services offered to the clients, she, he, or they see, and serving as a gatekeeper for those who are to enter the particular profession ' (p. 8) .
This definition is widely accepted in the USA, as indicated by a recent consensus statement , and by its unchallenged incorporation into the Handbook of Psychotherapy Supervision (Watkins, 1997) . It is argued here that the
Logical review
Four criteria for an empirical definition A definition needs to state the precise, essential meaning of a word or concept in a way that makes it distinct, the 'precision' criterion (Concise Oxford English Dictionary; COED: 2004) . One accepted way to do this is to draw out comparisons and cite examples (Thouless, 1930) , in order to differentiate and set out boundaries (e.g. stating that supervision is not therapy or mentoring). This clarity is necessary for the three remaining criteria.
Secondly, we need to define any ingredients that make up supervision with similar precision, termed 'specification' (i.e. 'A detailed description of the elements that make up something ': COED, 2004) . 'Hypothesis validity' refers to the extent to which research accurately reflects relationships between such constructs (Wampold, David, & Good, 1990) . Definition is a prerequisite of such validity, as without it we can have 'inconsequential', 'ambiguous' or 'non-congruent' research hypotheses. Hypothesis validity threats were amongst those included in the systematic review of supervision carried out by Ellis, Ladany, Krengel, and Schult (1996) . They concluded, from their review of 144 studies of clinical supervision, that this form of validity was typically not properly explicated. Ultimately, precision and specification permit manipulations such as supervision to be replicated and are the basis for the accurate interpretation of results and for practice developments (e.g. improving the way by which we train supervisors).
Thirdly, concepts such as supervision require operationalization, that is, they need to be stated in a form that permits measurement. This is achieved either by creating a new instrument or by relating a definition to an established, psychometrically sound measure (Kazdin, 1998) . Again, an operational definition allows one to state hypotheses with validity (Wampold et al., 1990) and the independent variable to be manipulated reliably (Barker, Pistrang, & Elliott, 2002) . Reliable observation of the intervention (a fidelity check) and the subsequent evaluation of supervision can then follow (Borelli et al., 2005; MacDonald, 2002) .
The fourth and final necessary condition for an empirical definition is that it has received adequate support from research. This 'corroboration' (i.e. something that 'confirms or gives support ': COED, 2004 ) is required because a definition could theoretically be precise, specified and operationalized, yet be speculative or invalid.
The four criteria applied to the Bernard and Goodyear's definition Unfortunately, Bernard and Goodyear's (2004) An improved working definition of clinical supervision Based on these considerations, the following is a provisional but logically improved definition of supervision (with these four necessary criteria noted in brackets):
The formal provision, by approved supervisors, of a relationship-based education and training that is work-focused and which manages, supports, develops and evaluates the work of colleague/s (precision). The main methods that supervisors use are corrective feedback on the supervisee's performance, teaching, and collaborative goal-setting (specification). It therefore differs from related activities, such as mentoring and coaching, by incorporating an evaluative component (precision by differentiation). An example is Gillam, Strike-Roussos, and Anderson (1990) , who described supervision in terms of a discussion of the supervision model and of the respective roles of supervisor and supervisee, joint goal-setting, observation of the supervisee, and evaluation. They helpfully appended an outline of these meetings, consisting of 18 agenda items (precision through examples). Supervision's objectives are "normative" (e.g. quality control), "restorative" (e.g. encourage emotional processing) and "formative" (e.g. maintaining and facilitating supervisees' competence, capability and general effectiveness) (specification by identifying the functions served). These objectives could be measured by current instruments (operationalization). This definition is supported by recent reviews of the empirical literature (e.g. Falender & Shefranske, 2004; Watkins, 1997) and by consensus statements (e.g. Falender et al., 2004) (corroboration) .' Further qualifying comments are provided in Table 1 .
The definition in Table 1 was based on integrating existing definitions (esp. Bernard & Goodyear, 2004; Department of Health, 1993; Proctor, 1998; Watkins, 1997) . It includes any supervision format (e.g. group supervision), profession or therapeutic orientation, and it covers pre-and post-qualification supervisions. It excludes staff training, consultancy and performance management (for details see the NICE-R coding manual, used in the present systematic review: see too Milne et al., 2005) . This is a working definition in the sense that the results from the systematic review are further intended to test it, using the criteria of precision, specification, operationalization and corroboration.
The systematic review
The prior systematic reviews of research on clinical supervision by Ellis et al. (1996) , Ellis and Ladany (1997) , and Milne and James (2000) illustrate this methodical scientific approach (National Health Service, 2001; Petticrew & Roberts, 2006) .
Based on the logical analysis above and on the supervision literature, it was predicted that:
(a) Precision: the working definition of supervision (Table 1) would capture most aspects of the definitions that are explicated in the reviewed literature (i.e. no more precise definitions are expected to be located, given the combined use of several existing definitions); (b) Specification: supervision in the sampled literature will be specified in a way that corresponds with the majority of the working definition; (c) Operationalization: the majority of studies will measure these supervision variables in a way that corresponds to the working definition (i.e. a manipulation check); and (d) Corroboration: results will indicate that supervision (as defined, manipulated and measured) is effective, in the definition-specified ways (e.g. 'formative', as in developing targeted competencies), in the majority of cases.
These represent the logical (a, b) and empirical tests (c, d) of the working definition, conducted with a sample of current studies, selected for their effectiveness and rigour (i.e. representing a fair test). They are tests in the sense that the working definition may fail to satisfy one or more of them, so requiring revision or rejection. An acceptable 'The formal provision (i.e. sanctioned by relevant organization/s); by senior/qualified health practitioners (or similarly experienced staff) of an intensive (i.e. typically 1:1 and regular/ongoing, at least, three meetings with protected time, of at least 3 hours total duration), relationship-based (inc. confidential and highly collaborative, being founded on a learning alliance and featuring (e.g.) participative decision making and shared agenda setting; and therapeutic inter-personal qualities, such as empathy and warmth), education and training (general problem-solving capacity or 'capability' aspect, not just competence enhancement) that is case-focused (supervisee guides topics and tables material and supervisor typically overlays professional and organizational considerations/standards) and which supports, directs and guides (inc. also 'restorative and normative' topics, addressed by means of professional methods, inc. objective monitoring, feedback and evaluation; and by reference to the empirical and theoretical knowledge-base) the work of colleagues (supervisees) (inc. CPD/post-qualification colleagues) 'FUNCTIONS' OF SUPERVISION: (1) quality control (inc. 'gatekeeping' and safe, ethical practice); (2) maintaining and facilitating the supervisees' competence and capability; and (3) helping supervisees' to work effectively (inc. promoting quality control and preserving client safety; accepting responsibility and mostly working independently; developing own professional identity; enhancing self-awareness and resilience/effective personal coping with the job; critical reflection and lifelong learning skills).
empirical definition needs to satisfy all four tests. Table 2 summarizes these criteria, provides an illustration, and notes exactly how they were tested.
Method
Inclusion criteria and coding manual Studies were included in the review if they satisfied nine criteria, following Milne and James (2000) . These were the studies that: contained an intervention (usually consultancy and/or training) designed to improve the effectiveness of supervision; were field or effectiveness studies (external validity); were drawn from the mental health field; included any profession or theoretical orientation; recorded supervisor and supervisee behaviours (two criteria); had demonstrated effectiveness; were published in a peer-reviewed scientific journal within the past 20 years (i.e. 1986-2005) .
A study coding manual and record sheet were developed to ensure that the review process can be conducted reliably (Milne, 2005) . Based on the National Institute for Clinical Excellence (NICE) approach to the systematic review explicitly (NHS Centre for Reviews and Dissemination, 2001), the manual contained minimal alterations (to make the NICE method relevant for the present review). This is the 'NICE(R)' review method, where (R) stands for 'revised' (Dunkerley, Milne, & Wharton, 2004) .
Procedure and reliability
The articles selected for the review were identified by electronic searching of the following databases: BIDS; CINAHL; Embase; Ingenta Connect; Medline; Psychinfo; Science Direct; and StreetWise. Articles were also identified from previous reviews and books on supervision, by cross-referencing from the located articles, from browsing in promising periodicals and by asking experts to recommend papers. This process located 383 potential supervision reports for inclusion, of which N ¼ 24 satisfied the nine inclusion criteria. These studies were: Demchak and Browder (1990) , Ducharme, Williams, Cummings, Murray, and Spencer (2001) , Fleming, Oliver, and Bolton (1996) , Gillam et al. (1990) , Hansebo and Kihlgren (2004) , Harchik, Sherman, Sheldon, and Strouse (1992) , Harkness (1995 Harkness ( , 1997 , Harkness and Hensley (1991) , Hundert and Hopkins (1992) , Jenson, Parsons, and Reid (1998) , Methot, Williams, Cummings, and Bradshaw (1996) Schepis and Reid (1994) , Shlomskas et al. (2005) and Shore, Iwata, Vollmer, Lerman, and Zarcone (1995) . These studies included 13 consultants, 72 supervisors, 499 supervisees and 711 patients. They were drawn largely from the learning disabilities field, involved a range of professional groups, and typically evaluated the effectiveness of supervision in terms of multiple impacts (including changes in the supervisees and their patients). Most studies took place in residential settings.
The author's inter-rater reliability has a mean of 76% exact agreement across all of the criteria in the NICE(R) manual (range: 72-86%) at the outset and 82% at the end of the coding exercise, indicating that coding could be conducted reliably over the review period. Table 2 . Summary of the four criteria for an empirical definition, with illustrative studies drawn from the surveyed sample (N ¼ 24). Column three sets out how these criteria were tested in general, and also by specific reference to the illustrative study in column two Elements of an empirical definition: Details of illustrative studies from review sample:
How elements of definition were tested (link to illustrative study in Column 2): competence with staff working in learning disability group homes, using a nine-item observational checklist (e.g. ' participative goal-setting'; 'provides feedback').
Assess whether the ways in which supervision is measured within the sample corresponds with the majority of the working definition.
( Illustrative study: These competencies are consistent with the 'training' and 'directing' parts of the definition, etc.) Corroboration (i.e. the definition is supported by research findings) Milne and James (2002) used a micro-outcome approach to evaluate the effectiveness of supervision for six mental health professionals training in CBT. They reported restorative and formative impacts, contributing to quality control and the development of competence in CBT.
Determine the overall and specific effectiveness of supervision within the sample (i.e. were the studies, which corresponded to the working definition, generally successful; did individual studies achieve the outcomes specified in the definition?).
(Illustrative study: These findings are in keeping with at least two of the three functions of supervision within the definition.)
Results
(a) The working definition will capture most of the aspects defined explicitly in the reviewed literature Definitions in this literature were generally absent. Of the six studies (25% of sample), five satisfied the NICE(R) manual criteria by explicating at least two methods and one function of supervision. However, none of these authors differentiated their definition from related educational activities. Therefore, on the precision criterion, this sample of literature is unsatisfactory and fails to corroborate or falsify the working definition.
(b) Supervision will be specified in a way that corresponds with the majority of the variables within the working definition Twenty-three of the 24 studies were rated as having specified distinct variables within their supervision manipulations. Some of these were within relatively simple interventions, whereas other researchers had detailed more complex accounts of supervision (e.g. Demchak & Browder, 1990) . These specifications agreed with the working definition as regards the formative function and the supervision methods. However, the normative and restorative aspects were not reported to any significant extent. Therefore, the working definition fails this part of the test and requires amendment to exclude these two functions.
(c) The majority of supervision manipulations will be measured in a way that corresponds to the working definition For a study to be credited with satisfactory dependent variable measurement, the NICE(R) manual requires that 'all or most of the variables are actually measured'. Sixteen (67%) of the 24 studies satisfied this criterion. These 16 studies utilized measures that agreed with the working definition (see Table 2 for an example).
(a) Results from the majority of the studies will indicate that supervision (as defined and manipulated) is effective (corroboration) The outcomes obtained by the 24 reviewed studies were expressed in terms of a standardized rating of the effectiveness of supervision (following Milne & James, 2000) . This simple 7-point rating is based on a summary of the studies' reported outcomes, where 2 3 is ascribed to a study reporting very negative impacts, 0 to no effect at all and 3 to the most positive effect. These rating categories were defined in terms of the proportion of participants who were affected by the supervision intervention (see the NICE-R manual). For example, if more than 75% of supervisees were found to have achieved significantly higher scores on a quiz following supervision, then this study's effectiveness would be rated as a 3. As noted above, these ratings have been made reliably. This procedure is detailed in Milne, Aylott, Dunkerley, Wharton, and Fitzpatrick (2007) . This simple overall rating (across studies and all outcome variables therein) was used in place of meta-analysis because the relevant criteria for a meta-analysis were not satisfied (e.g. hypotheses within sampled studies were not identical, nor were their dependent variables). The obtained effectiveness ratings indicated a mean value of 2.4 for supervisees (therapists' learning) and 2.3 for patients (clinical outcomes), which indicates that positive results were obtained overall, equivalent to 80% and 77% supervisory effectiveness, respectively. These results indicate that supervision, as defined and measured according to the present working definition, is associated with positive outcomes. As illustrated in Table 2 , this is supported by the effectiveness of specific supervisory interventions, in relation to predicted study outcomes.
Discussion
The logical analysis proposed four necessary conditions for a definition: precision, specification, operationalization and corroboration. Using these criteria, it was possible to improve the popular Bernard and Goodyear's (2004) definition in a working definition (Table 1) . This definition was then tested against the best available evidence synthesis, yielding generally favourable results. Twenty-three of the review sample of 24 empirical studies specified their independent variable (supervision) as per the working definition (though the normative and restorative functions were not reported), most went on to measure it in compatible terms (67%), and the great majority furnished evidence supporting the definition (e.g. 77% generalization to patients' clinical outcomes). But these studies were very poor at providing a precise definition, which meant that testing the working definition relied on the three other criteria.
The poor precision is unsurprising, as prior reviews have noted this point (e.g. Hansebo & Kihlgren, 2004; Lyth, 2000) . Similarly, surveys of practitioners have revealed confusion and inconsistency over the nature of supervision (e.g. Lister & Crisp, 2005; White et al., 1998) . However, the findings on the remaining three criteria for a sound definition (specification, operationalization and corroboration) were satisfied. As there was also no better definition within the reviewed literature, these findings allow us to accept the working definition of clinical supervision (Table 1) , with the amendment that the normative and restorative aspects of supervision are deleted.
While this logical analysis and linked systematic review appear to have merit, there are several weaknesses. The best evidence synthesis overcomes the sample heterogeneity that confounds other systematic reviews (i.e. Ellis & Ladany, 1997; Ellis et al., 1996) , but it fails to characterize the wider supervision literature, making generalizations inappropriate. Another concern is that the test of corroboration is based on a simple, summary association between the definition and the overall effectiveness of the 24 studies in the review. It is possible that another sample of similar studies that did not correspond with the present definition would achieve even better results. However, these would probably present other interpretational difficulties, being less rigorous, etc. A more promising, comparative strategy would be to arrange the present sample by degrees of success, checking for adherence to the definition. If the definition is corroborated by this criterion, greater adherence to the definition would be expected to be associated with greater success. This might be feasible in the near future, when a larger research study sample exists, and when there is greater specificity about the way supervision was manipulated.
In conclusion, this two-stage review proposed a logically derived working definition of clinical supervision then tested it against a synthesis of the best available evidence. This test indicated that the reviewed studies furnished satisfactory information on the specification, operationalization and corroboration of supervision. This information permitted the working definition of clinical supervision to be refined, and an empirical definition of clinical supervision clarified (i.e. as set out in Table 1 , minus the 'restorative' and 'normative' aspects). This provides the basis for dealing with various scientific and practical challenges.
